INTRODUCTION
Prurigo pigmentosa (PP) is an uncommon, acquired inflammatory disorder with a predilection for young adults of Asian descent. 1 This condition is manifested by highly pruritic, reticulated, and erythematous papules that resolve with hyperpigmentation. 2 Multiple cases of PP have been reported since its initial description in 1971 by Nagashima et al 3 ; however, this dermatosis is still underdiagnosed or misdiagnosed. [3] [4] [5] [6] The most significant challenge limiting the identification of PP is successful distinction from confluent and reticulated papillomatosis (CARP). Herein, 2 patients with PP are described, with a focus on differentiating features from CARP.
CASE SERIES Patient 1
A 30-year-old Chinese man presented with reticulated erythematous and hyperpigmented papules on his back and shoulders (Fig 1, A and B) . The eruption was present for 2 weeks and was associated with severe pruritus. Histopathologic evaluation of a punch biopsy found a subacute spongiotic dermatitis with dyskeratosis (Fig 2, A and B) . After treatment with minocycline, 100 mg, and halobetasol 0.05% ointment, both twice daily for 6 weeks, the erythema and pruritus resolved, but hyperpigmentation was persistent (Fig 1, C ) .
Patient 2
A 31-year-old Indian man presented with a pruritic reticulated eruption on the back, chest, and chin.
At the time of presentation, the eruption was present for 3 months and was composed largely of hyperpigmented papules (Fig 3, A and B) . Prior treatment with topical hydrocortisone was unsuccessful. Similar to the histopathologic findings observed in patient 1, a punch biopsy found a subacute spongiotic dermatitis with necrotic keratinocytes and pigment incontinence. After treatment with minocycline, 100 mg, and halobetasol 0.05% ointment, both twice daily for 4 weeks, the papular pruritic lesions resolved, but hyperpigmentation was persistent.
DISCUSSION
PP presents with a reticulated morphology, with erythema and pruritus dominating the acute stage and hyperpigmentation predominant in the chronic stage; coexistence of stages is frequent. 5, 7 CARP is also manifested by hyperpigmented papules with a netlike appearance and a predilection for the trunk and proximal extremities. 8 PP and CARP have overlapping clinical morphology, and PP may be clinically diagnosed as CARP given the rarity of the former compared with the latter diagnosis. 7 Recently, a case was reported with features of both PP and CARP, suggesting that these conditions may represent a spectrum rather than separate entities. However, distinction is facilitated by demographic information, clinical morphology in the acute stage of PP, histopathology, treatment outcomes, and prognosis. These differentiating features are summarized in Table I .
Compared with PP, CARP also occurs in darkskinned patients but is more common in white patients, with presentation between the ages of 8 and 32 years and a male-to-female ratio of 1.4 to 2.6:1. 8 In contrast, PP is more common in Asian patients, particularly those from China and Japan, affects females more often than males (4-6:1), and usually presents in individuals in their 20s. 1, 5, 6 CARP shows central confluence and peripheral reticulation and is composed of hyperpigmented scaly papules, sometimes with an ichthyosiform appearance. The preferred sites of involvement are the upper trunk (particularly the interscapular and intermammary skin), neck, and axillae. 7 In contrast, PP evolves from initially erythematous papules or papulovesicles into hyperpigmented macules later. Although the chest and back are similarly involved in PP and CARP, PP tends to spare the neck and axillae. 1, 2, 8 Although PP is associated with significant and often severe pruritus, most patients with CARP are asymptomatic. 2, 8, 9 Histologically, CARP is characterized by hyperkeratosis, papillomatosis, and basilar pigmentation-the findings of acanthosis nigricans. In contrast, PP shows spongiosis with vesiculation, dyskeratosis, and sometimes subcorneal or intraepidermal neutrophilic abscesses in its acute stage. Vacuolar change is infrequent. A chronic stage is characterized by a sparse perivascular lymphohistiocytic infiltrate with marked pigment incontinence. Analogous to the clinical findings of PP, the histologic stages may overlap. 2, 7, 9 The first-line therapy for both PP and CARP is minocycline. Second-line treatments for CARP include macrolide antibiotics, such as azithromycin, whereas dapsone may be used as an alternative for PP. Antibiotics are useful in both diseases because of their anti-inflammatory properties, possibly relating to inhibition of neutrophil migration and oxygen release. 1, 9 In CARP, topical tretinoin and tazarotene and oral isotretinoin have been used in minocyclinerefractory cases. 8 Topical corticosteroids are of limited efficacy in CARP and PP but may be used as adjunctive treatment for pruritus in PP. [5] [6] [7] Although the acute lesions of PP subside after treatment, leaving residual hyperpigmentation that persists for months to years, CARP is characterized by a chronic course with recurrences after discontinuation of therapy. However, once resolution of scaling papules is achieved in CARP, persistent hyperpigmentation is not characteristic. PP and CARP are both acquired dermatoses of unknown etiology that affect young adults, present with reticulated papules distributed on the trunk, and respond quickly to treatment with minocycline. Discrimination is permitted by attention to demographics, morphology in early or acute disease, histopathologic findings, and the presence or absence of persistent hyperpigmentation after treatment.
